Sir-Dr Tong suggests that we should have retained all the variables in the regression equation in which we assessed the contributions of potential confounders in the relation between mental development index (MDI) and type of infant feeding. Feeding data came from computerized hospital data obtained at discharge from hospital and from the Health Visitors' notes (the Health Visitor is a specially trained nurse who sees the child at prescribed times during the first two years after birth). We did in fact look at the effect of the excluded variables on the relation between MDI and feeding and could find none. The excluded variables were clearly Epidemiology and Public Health, Ninewellt Hospital and Medical School, Dundee DD1 9SY, UK. not confounders. In Table 1 we give the coefficients for bottle feeding (equal to the difference in mean MDI values between bottle feeders and breast feeders) for the full model and for the reduced model published in our article. There was no appreciable difference between them or their confidence intervals, regardless of the source of feeding data.
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Author's Response From CHARLES DU VE FLOREY
Sir-Dr Tong suggests that we should have retained all the variables in the regression equation in which we assessed the contributions of potential confounders in the relation between mental development index (MDI) and type of infant feeding. Feeding data came from computerized hospital data obtained at discharge from hospital and from the Health Visitors' notes (the Health Visitor is a specially trained nurse who sees the child at prescribed times during the first two years after birth). We did in fact look at the effect of the excluded variables on the relation between MDI and feeding and could find none. The excluded variables were clearly Epidemiology and Public Health, Ninewellt Hospital and Medical School, Dundee DD1 9SY, UK. not confounders. In Table 1 we give the coefficients for bottle feeding (equal to the difference in mean MDI values between bottle feeders and breast feeders) for the full model and for the reduced model published in our article. There was no appreciable difference between them or their confidence intervals, regardless of the source of feeding data.
The loss to follow-up is detailed in an earlier publication to which we refer Dr Tong. 1 We apologize for not bringing this to the readers' attention. to underreport food intake to a larger extent than would a low scorer. The authors then proceeded to discuss the consequences of the co-variation between social desirability score and diet reporting on risk estimation in epidemiological studies. Clearly, when the diet reporting bias can be considered random, an underestimation of the true risk associated with diet intake is to be expected. However, when it comes to non-random misclassification this may not be the case. The authors hypothesize that since there is some evidence that compliant personalities may have a reduced immunocompetence, and thus may be cancer prone, these same people might also tend to underreport high-fat foods (i.e. socially undesirable). However, the conclusion reached that 'as a consequence (...) true effects of fat on cancer (...) produce null results or even negative affects (...), when in fact they (fat foods) increase risks' is incorrect. Since both high-fat intake and social desirability score seem to be positively associated with cancer risk, and since there seems to be a positive association between fat intake and social desirability, a selective underreporting of fat intake by high-scorer individuals would tend to overestimate the cancer risk associated with high-fat intake (Figure 1 ). The role of dietary fat in relation to health may, therefore, be less than generally anticipated. 
Author's Response From JAMES R HEBERT
Sir-Dr Heitmann makes an interesting point and alludes to one of many scenarios that could prevail in an epidemiological study. In the portion of the paper 1 to which Dr Heitmann referred, we were discussing potential issues around confounding. Our focus was on the more general situation where fat intake is related to some study outcome; social desirability biases estimates of fat intake; and social desirability is related to factors that could affect the study outcome, independent of any effect of fat. Although in our analyses of the data presented, we did see a suggestion that the bias is greater among 'true' high fat consumers, we had little confidence in that particular result because of the limited statistical power available for stratified analyses. Were the bias to be confined to true high fat consumers, Dr Heitmann's example could be a rough approximation of the real situation, but without considering confounding. For example, the horizontal arrow depicted on the graph would not be parallel to the Division of Preventive and Behavioral Medicine, University of Massachusetu Medical School, 55 Lake Avenue North, Worcester MA 01655, USA. abscissa were the study to be confounded. Using this graphical depiction, true estimation of study outcome in respect to a confound by social desirability requires an offset on the ordinate as well. Social desirability could bias the slope of the line depicting a simple, non-confounded bivariate relationship in the manner depicted by Dr Heitmann but even that requires that the effect of the bias be confined, exclusively or predominantly, to the upper portion of the true fat distribution.
The more common way to represent these relationships in epidemiology is by use of contingency tables. To illustrate the effect of a confound by social desirability, we used such an approach. We first show that misclassification of fat intake affects sensitivity and specificity of reported versus true dietary intake differentially according to disease status. This assumes that among the individuals who have cancer and are concomitant high scorers on social desirability, many will underreport their dietary fat intake, or have a less than perfect sensitivity with respect to reporting of dietary fat intake. In the same manner, we can reasonably assume that very few, if any, of these individuals would overreport their dietary fat intake, indicating
